. Health,

& Welfare

. Public

h Service

5. 300

Daoctor, coroner, ste. myst use only standard nomenclature in item 18, No symptoms will be listad.

All disenses in Port | must be causally relared.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF
L4

Primory Registration Distri:! No.

DEATH

P045

09-014245

TATE FILE NUMBER

LT ]

Regn strar’ s No. No.,

AY 11 1Q59 Registration Disrrict No.

e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residance byfore
b COUNTY TTyqy f  pdmisse

o. COUNTY nmwau a. STATE CQO'”"G
b. CITY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. CIOTY 3 Heg InsideLimits
R . R
tom  Ponuuille Yes feg No (] rom Redfong 7 Yes[J No [,
c. Fgls_é.l NAM(E)OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Form
H TAL OR hao : b ADDRESS
INSTITUTION . onamcds Hosh. 4 da Uh YesTl] No[]
|
3. NAME OF DE)CEASED First Middle Lasy 4. DATE Month Day Yea
(Type or print OF
Lo Edwand Con DEATH )’)7&4.{ /-/5 -57
5. SEX 6. COLOR OR RACE} 7. MARRIEDTG] NEVER MARRIEDL ] 8. DATE OF BIRTH 9. AGE (In years IF UNDAR i YEaR| IF UNDER 24 HRS.
‘n-. . last hirthday) { Menibk | Days Hours Min,
: d 4 wioowen[] ovorceo(J| Ghnad 25, 1840 A ﬁ
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (Ci!; and state or country) 7 12. CITIZEN OF WHAT COUNTRY?
during may INDUSTRY

f'r‘ﬁr’é'iih‘ wven if ratired)

Zlockton,Sowa

i

UDT

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

ritiie Con

MEDICAL CERTIFICATION

fonin C. Con Qane reCatla
15. "WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SDCIAL SECURITY NO.| 17. INFORMANT Address
(er. or unknawn) | {If yes, give war or dates of servics) 48}_‘ OIZ 4:} ]3] ‘Lr 1 ﬂ
=07 —1DT ennom 2edlond,da,
18. CAUSE OF DEATH (Enter only one cause per line for (o}, {b), oo {c).} = INTERVAL BETWEEN
FART I. DEATH WAS CAUSED BY: o] T Al
IMMEDIATE CAUSE (a)
- -

Conditians, if any, DUE TO (b)

which gave rise 1o

above cause (o), } .
tating th dete —

lying cavsa last. / _DUE TO (c) é R Bt o P @lﬁLM” 2.2

PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the nrmé}l

dlasase condition given In PART | {a)

19. WAS AUTOPSY

Death occurred at

4//2"?/59 fo ‘E 2 ’?4;; Euﬂdluslsuw":
A fd m on th

date stoted above; ond to the best of my knowled

4 4 2 PERFORMED?
X vES[ ] No[] 2
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
£l | O
2e. TIME OF Hour Month, Day, Yeor
INJURY  a.m.
p.nt.
20¢. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., arc.)
WORK AT WORK Zz
21. | attanded the doceased from alive on I =

g(lr

e causes stated.

220. SIGNAT)

%j E (chrae or ml%

o 22b.

ADDRESS

2D e,

22c. DATE SIGNED

A

Tia. BURIAL, cnswmou, 23b. DA'I'E_ 23c. NAME OF CEMETERY OR CREMATORY ”z:n. LOCATION {City, town, or cnunnr) " tsfate)
REMOVAL, {Spacify} . .
g" L UNA R-3-59 foneriLL Cem {;oo” Aon, doa

[

24. FUNERAL DIRECTOR

Inamk £, Wetmone n

ADDRESS

2edlond,

25. DATE RECD, BY LOCAL REG.

y—4"

$f

f/R‘E§I5TRAR s SIGNATUREA_UM

{Licenasd Embalmer's Statement on Reverse Sida}

gt




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, Y .veieriiviiiiriiniirirrererireranr et srnnrerarsarsnsasnssanenssarsansrnnrnsrtransssssnnans ., Student Embalmer No. ...........oceuunns

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer Nov-s‘-/?

P. O. Address.. n g“—

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

1f embaimed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

Y Spe—



